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Foreword from Jane Boland, Clinical Lead, James' Place

Everything we do at James’ Place is driven by our mission to save the lives of men in
suicidal crisis. Since our first centre in Liverpool opened in June 2018, we have treated
over 3,600 men, providing our innovative therapeutic intervention to men at the point of
suicidal crisis. Our clinical team is now made up of 21 trained, professional therapists,
with 262 therapy sessions available each week across our three centres in Liverpool,
London and Newcastle. We provide a free, life-saving service, reaching men who are not
getting support elsewhere and helping them find hope for the future.

James’ Place has always been committed to evidencing that our approach to suicide
prevention was both safe and effective. We wanted to prove that the therapy we offer
reduces suicidality in men and have worked with Professor Saini at Liverpool John
Moores University, to deliver a robust and transparent evaluation of the service.

The initial focus of the evaluation investigated the numbers of men referred to the
services, and the outcomes for men who completed the intervention. This has remained
a key focus of the evaluation over the five years, but the participation in evaluation has
also been key in supporting the development of the intervention model, understanding
how it works, and developing how we deliver it. For example, information from the
evaluations has informed the set of cards we use in our therapy sessions with men, Lay
your Cards on the Table, now in their fourth iteration, and have refined both clinical
pathways and documentation, as well as and developing our first version of a how to
guide for therapists. We have configured a bespoke Clinical Information System which
now allows the charity to track the progress of men more effectively and provides data
driven insights that support our assertion that 6 — 8 sessions is an effective nhumber of
sessions. The evaluation has helped us build an evidence base regarding the
transferability of the evaluation. allowing us to expand as quickly and sustainably as
possible and open new centres.

This report represents the first five years of our evolution, from a small charity hoping to
prove that we had a new way of intervening with men that could work, to a growing three-
centre charity with an evidence base that shows how and why our therapy works for the
large number of men that we have treated. This will be the last report that we will deliver
in this type of format, but our commitment to service development and research will
continue as we build our capacity to deliver this work internally and develop a national
research steering group. Our new Impact and Evaluation strategy will be agreed by Spring
2026 and will focus on treatment fidelity, testing our intervention in new
environments and continuous improvement.
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James’ Place Evaluation: Year Five Report

Executive Summary

Introduction

Previous research has focused on the outcomes of the James’ Place model being
deliveredin two locations, Liverpooland London. For this evaluation we will compare the
outcomes of men utilising the service across three sites, Liverpool, London and
Newcastle. We will also identify the distances men travel to access James’ Place centres.

The methodology for this research was designed and coproduced with our stakeholder
group (e.g. academics, clinicians, people with lived experience). The data used in this
report spans over a two-year period to allow the Newcastle service sufficient time to
become established and be accurately represented in the analysis.

Evaluation Clinical data was collected from 3993 men referred to James’ Place
between July 2022 and August 2024. Demographic information was collected via Equality
and Monitoring forms and both the CORE-10 Clinical Outcome Measure (CORE10), and
4-item Entrapment scale (E-SF) were used pre, mid and post intervention to measure
change. The CORE10 and E-SF are client self-report questionnaires, which are
administered prior to each session of therapy.

Impact of James’ Place

Lives Saved For men who completed both pre- and post-treatment questionnaires,
most experienced a significant positive change in psychological distress and feelings of
entrapment, demonstrating the impact of the James’ Place model. Across the cohort, the
majority of men who received therapy showed a statistically significant reduction in
mean scores between their initial assessment and the end of treatment. The results
indicate a notable improvement in the wellbeing of men arriving in crisis when therapy
was provided at each of the three centres.

The successful implementation of the validated outcome measures at each therapy
session has been consistent across all centres. The CORE10 assesses how men have
been feeling over the past week, while the E-SF captures their current emotional state.

Value of James’ Place James’ Place is making a life-changing difference to
individuals, their families, their communities, and the wider system. James’ Place
provides a substantial social value contribution to a wide range of stakeholders,
including family members, friends, statutory and non-statutory services (including the



NHS, welfare services), employers and education establishments. The model has been
implemented successfully in three different locations where the population demographics are
different.

Recommendations for James’ Place service delivery

The James’ Place model, successfully implemented in Liverpool, London, and
Newcastle, should be adopted in future centres.

Given that entrapment is a key risk factor for suicide, this evaluation further indicates
that the intervention effectively reduces at least one significant suicide risk factor. The
service should continue using the short-form clinical outcome and entrapment
measures in each therapy session and further explore the long-term effects on feelings
of entrapment.

Future research should track outcomes across centres to ensure consistency in delivery
and identify demographic differences that may influence outcome data.

Recommendations for monitoring and evaluation

Continue using the short-form clinical outcome and entrapment measures in each
therapy session.

The service aims to demonstrate the intervention's impact on factors associated with
suicidal crisis. We recommend introducing additional measures, starting with
resilience, and later reviewing other key factors such as belongingness and self-
compassion.

Collect data on neurodiversity as this is a growing area of interest in suicide prevention.
Collect demographic and psychological data as comprehensively as possible to provide
an accurate reflection of men using the service. This should include recording additional
data atbaseline, 3-, 6- and 12-month postintervention—to track the duration of change
and assess the impact of the service longitudinally.



Introduction

With over 720,000 people dying by suicide each year worldwide (World Health Organisation
[WHOQY], 2025), suicide remains a significant, yet preventable, public health risk. Suicide among
men is a major public health problem and is the leading cause of death among men under the
age of 35 (Office for National Statistic [ONS], 2024). Prevalence of death by suicide among
men is consistently higher than women in most countries (WHO, 2019; Turecki & Brent, 2016).
Recent figures show that men accounted for three quarters (4,129 deaths by suicide) of the
6,069 registered suicides in 2023 in England and Wales (ONS, 2024). The suicide rate for males
in England and Wales increased to 17.4 deaths per 100,000 in 2023, from 16.4 deaths per
100,000 in 2022; this is the highest rate for males since 1999 (ONS, 2024). Among men, the
age-specific suicide rate was highest for males aged 45 to 49 years (25.5 deaths per 100,000)
(ONS, 2024).

There is no single reason why people take their own lives. Suicide is a complex and multi-
faceted behaviour, resulting from a wide range of psychological, social, economic and cultural
risk factors which interact and increase an individual’s level of risk. Socioeconomic
disadvantage is a key risk factor for suicidal behaviour. Men in the lowest social class, living in
the most deprived areas, are up to ten times more at risk of suicide than those in the highest
social class, living in the most affluent areas (ONS, 2024). The greater the level of deprivation
experienced by an individual, the higher their risk of suicidal behaviour (Madigan and Daly,
2023).

Prior research has validated the construct of a suicide crisis syndrome (SCS), a specific
psychological state that precedes and may precipitate suicidal behaviour (Li, et al 2018). The
feeling of entrapment is a central concept of the SCS as well as of several other recent models
of suicide. Li and colleagues (2018) suggest that entrapment may represent key symptomatic
targets for intervention in acutely suicidal individuals as internal entrapment could help to
predict suicidal ideation and could predict a change in suicidal ideation over time (Holler et al.,
2022). The Integrated Motivational Volitional (IMV; O’Connor, 2011; O’Connor & Kirtley, 2018)
model also proposes that entrapment is central to the common pathway to suicide (O’Connor
& Portzky, 2018). The Entrapment measures E-SF - 4 item entrapment scale short form
provides comparable information about entrapment as the full scale, but its brevity increases
the likelihood that the assessment will be implemented into everyday clinical practice (De
Beurs et al., 2020). Recent research has shown the prevalence of entrapment for people in
suicidal crisis and how both feelings of entrapment and distress reduce following on from a brief
psychological suicide prevention intervention (McCabe et al., 2018).

Around 18-19% of people who die by suicide do not access support from a primary care
provider in the year preceding their suicide (Mallon et al., 2019; NCISH, 2014; Pearson et al.,
2009), with research supporting that men endure proportionally greater mental distress before
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they engage in help-seeking behaviour (Biddle et al., 2004). For those men who do contact
services, the current provision may include being referred to primary care or secondary mental
health care services, being admitted to hospital or referred to third sector organisations
providing crisis care in community settings (e.g. crisis cafes). However, referrals to available
provision may be lower for men who are assessed as not needing a psychiatric intervention or
those who have not made a suicide attempt or previously self-harmed.

Suitable support provision for men in suicidal crisis is needed, especially for men who
communicate suicidal distress; however, service provision is lacking, particularly within
community settings (Pearson et al., 2009; Saini et al., 2010, 2015, 2017, 2020; Mughal et al.,
2021). Previous findings suggest that existing suicide prevention services are incompatible with
the needs and preferences of men who are experiencing suicidal distress (Pearson et al., 2009;
Saini et al., 2010, 2015, 2017). Further, systematic review findings highlight the role for
including stakeholders, including people with lived experience of suicide, through co-
production in the design and delivery of the suicide prevention intervention may improvement
engagement in community-based suicide prevention interventions (Hanlon et al., 2023a). This
adds further to the research evidence suggesting suicide prevention interventions should be
tailored to suit the specific needs of their target audience (Hanlon et al., 2023b; Zalsman et al.,
2016; Lynch etal., 2016).

Published data shows the effectiveness of the community-based brief therapeutic
psychological programme for men in suicidal crisis (Saini et al., 2021a; 2022, Chopra et al,,
2022; Hanlon et al., 2022); and reports that three in four men state feelings of entrapment at
initial assessment (Saini etal, 2020; 2021b).

The initial parameters of the evaluation investigated the numbers of men referred to the
services, and the outcomes for men who completed the intervention (Saini et al., 2020; 2021a;
2021b 2022, Chopra et al., 2022; Hanlon et al., 2022; 2024; 2025).

Previous research has focused on the outcomes of the James’ Place model being delivered in
two locations, Liverpool and London. For this evaluation we will compare the outcomes of men
utilising the service across three sites, Liverpool, London and Newcastle. The methodology for
this research was designed and coproduced with our stakeholder group (e.g. academics,
clinicians, people with lived experience). The data used in this report spans over a two-year
period to allow the Newcastle service sufficient time to become established and be accurately
represented in the analysis.

The purpose of this report was to evaluate the effectiveness of the James’ Place model, which
delivers a clinical intervention within community settings for men in suicidal crisis and to
compare the outcomes of men utilising the service across three English regions. The main aims
were to:

1) Evaluate the effectiveness of the James’ Place model on reducing suicidality in men
using the service; and



2) Identify distances men travel to access James’ Place centres.
Method

Design: A cohort study approach was used to measure the effectiveness of the James’ Place
model across three centres.

Methods: Pre and post data were collected for the primary outcome measures (psychological
distress and entrapment). This information was used to explore the demographic information
for the men being referred into and engaging with the service and whether the James’ Place
model was effective in reducing suicidality at two centres.

Participants: Quantitative data was collected from a cohort of men experiencing a suicidal crisis
who had been referred to James’ Place between 1t August 2022 to 20" August 2024. Referrals
came from Emergency Departments, Primary Care, Universities, other community settings or
self-referrals.

Procedure for quantitative data collection: Demographic data was collected from the service
data system on men referred to the service. Men accessing the service were encouraged to fill
in demographic questionnaires at the point of entering the service.

The CORE10 assessment consists of 10 questions evaluating how clients have felt over the
past week, using a 5-point Likert scale from "not at all" to "most of the time." Scores range from
0 to 40 in total and 0 to 4 as a mean score, with higher scores indicating greater psychol ogical
distress. A total score of 11 or above falls within the clinically significant range, with scoring
classifications as follows:

¢ Less than 10 - Non-clinical range

¢ 11 to 14 — Mild psychological distress

¢ 151to 19— Moderate psychological distress

e 20 to 24 - Moderate-to-severe psychological distress
e« 25 or above — Severe psychological distress

Comparing pre- and post-therapy scores provides insight into treatment outcomes by
measuring changes in distress levels. Research by Connell et al. (2007) established that a
mean score of 10 or higher serves as a clinical cut-off for significant change, while a score
change of five or more is considered a reliable improvement.

E-SF—-4-Item Entrapment Scale The original 16-item Entrapment Scale was designedto assess
feelings of entrapment in the context of depression (Gilbert & Allan, 1998). Participants rate
each statement on a 5-point scale, ranging from 0 (“not at all like me”) to 4 (“extremely like
me”), based on how accurately it reflects their experiences. The validated E-SF — 4-item short
form (De Beurs et al., 2020) provides a reliable measure of entrapment, offering comparable
insights to the full 16-item version. This shorter scale includes two items assessing external
entrapment, such as “/ am in a situation | feel trapped in,” and two items measuring internal
entrapment, such as “/ feel trapped inside myself.” Total scores range from 0-16 with a higher
score indicating more feelings of entrapment.



Quantitative data analysis: The sample size was predetermined based on the number of men
who used the service each year. Data was analysed using a statistical package SPSS 27. To
examine client outcomes repeated measures general linear models were used to compare pre
and post treatment data. Magnitude of effect sizes (r) were established using the Cohen criteria
for r of 0.1 = small effect, 0.3 = medium effect and 0.5 large effect. For referrals, these were
coded as secondary care (mental health practitioners, crisis and urgent care, ED), primary care
(GPs, nurses, support workers, improving access to psychological therapies [IAPT],
occupational health, and student wellbeing services), self-referrals (individual/family
member), and other (voluntary organisations and charities).

Patient and Public Involvement: The James’ Place Research Steering Group oversees research
conducted at the centre and includes commissioners, clinicians, academics, researchers,
therapists, James’ Place staff, and experts-by-experience. These experts are individuals with
personal experience of suicidal crisis or those bereaved by male suicide. Members of the group
played a key role in selecting research methods and shaping the dissemination strategy to
ensure the findings reach relevant audiences. Given that some members are affiliated with the
National Suicide Prevention Alliance and NIHR Applied Research Collaboration, the group is
well-positioned to share insights across the wider suicide prevention and mental health
community.

Ethical Approval: Ethical approval was granted by the Liverpool John Moores University
Research Ethics Committee (Reference: 19/NSP/057) and written consent was gained
from men using the service at theirinitial welcome assessment.
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Findings

Men referred to the James’ Place Liverpool, London and Newcastle
services

Between 1% August 2022 and 30™ August 2024, James’ Place Liverpool (N=1917), London
(N=1474) and Newcastle (N=601) received a total of 3993 referrals from professionals
(emergency services, MHP, IAPT, GPs, community services), friends of family and self-referrals
(see Table 1). Of those, in Liverpool, 987 men (51%) were invited to welcome assessments and
807 (82%) went on to engage in therapy. In London, 702 men (48%) were invited to welcome
assessments, and 640 (91%) went on to engage in therapy. In Newcastle, 353 (59%) were
invited to welcome assessments, and 294 (83%) went on to engage with therapy. For those who
did not attend welcome assessments, reasons were usually the men declining support, or no
response. Men attended a mean number of 4 sessions, ranging between 1-13 sessions. The age
range of the men was 18 to 79 years, with a mean age of 37 years. This is similar as men from
previous years (Saini et al, 2020; 2021; 2022; 2024).

Referral type by centre

Centre Liverpool London Newcastle
N=1917 N=1474 N=601
Self-Referral 731 470 140
Professional 1043 922 415
- GP 133 49 10
- IAPT 75 231 35
- MHP 530 338 261
- Police 5 2 0
- Probation 66 0 6
- Social Prescriber 31 5 17
- Social Worker 3 32 4
- Street Triage 9 8 4
- Support Worker 3 32 4
- Aaqvisor 5 2 0
- Other 134 200 60
49 23 14
Friends and family
143 82 46

Demographic Data

Table 2 shows the demographic characteristics of men who were referred to James’ Place and
who answered the equality and monitoring forms across the three centres. Similar to previous
years, for each of the three centres the majority of men were White British, single, heterosexual
and employed. The London centre shows a higher rate of ethnic minority British men than the
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other centres (48%), which may be a reflection of the region, as in London 37% of individuals
identify as White British, the lowest of all UK regions (UK Government, 2021). Most men
identified as the gender assigned by birth, with Liverpool having the highest rate of men who did
not identify as the gender assigned at birth (5%), slightly higher than London (4%). This data
needs to be interpreted cautiously due to the high number of missing data.

Table 2: Demographics characteristics for men referred to the James’ Place service

Area Liverpool | London Newcastle Not Total
Disclosed
N=396
N=205 N=132 N=173 N=906
Demographic
Ethnicity
White British 175 68 150 259 652
Other ethnicity* 30 64 23 137 254
Relationship Status
Single 93 72 69 180 414
Separated 18 7 17 27 69
Married 34 15 24 59 132
Partner Cohabiting 26 19 29 48 122
Divorced 4 0 4 6 14
Widow 1 0 3 7 11
Partner not Cohabiting 18 10 19 44 91
Other 5 6 3 11 25
Prefer not to say 6 3 4 11 24
Sexual Orientation
Straight 163 96 147 288 694
Gay 24 16 11 54 105
Bisexual 9 13 7 20 49
Prefer not to say 4 4 4 18 30
None of these 5 3 4 13 25
Gender Identity
Assigned at birth 189 125 170 366 850
Not assigned at birth 11 5 2 18 35
Prefer not to say 3 1 1 10 16
Employment status
Employed Full time 96 56 84 168 404
Employed Part time 17 9 16 26 68
Unemployed 23 26 18 47 114
Unable to work MH’ 55 14 26 55 130
Unable to work PH~ 14 4 13 27 58
Carer 1 0 2 6 9
Student 14 3 8 23 48
Other 4 17 5 30 56
Prefer not to say 1 3 1 14 19

“see Appendix A for ethnicity of men; "unable to work due to mental health; “unable to work due to physical health
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Referrals to service

Table 3 shows referrer details for men who were seen at James’ Place. Men were referred via
either self-referral, a family or friend or a professional. Overall, in year 5, most referrals came
from professionals (60%), 33% self-referrals and 7% via a family or friend. This is consistent
across all three centres, with Newcastle having a noticeably higher percentage of professional
referrals (69%) when compared to Liverpool (54%).

Table 3: Referrals details for men attending the James’ Place service

Liverpool London Newcastle Total N (%)

N (%) N (%) N (%)

(N=1917) (N=1474) (N=607) (N=3993)
Self-Referral | 731 (38%) 470 (32%) 140 (23%) 1341 (33%)
Family/Friend | 143 (8%) 82 (6%) 46 (8%) 271 (7%)
Professional 1043 (54%) 922 (63%) 415 (69%) 2381 (60%)

Impact of James’ Place service on men engaging with therapy

Clinical outcomes

Table 4 shows the CORE10 psychological distress scores of men, across all three centres at
each of the timepoints: initial, middle and final.

Table 4: CORE10 scores across all three centres

Initial CORE 10 Mid CORE10M Final CORE10M
M (SD) (SD) (SD)
Liverpool Year 29.66 (5.27) 23.78 (8.22) 17.16 (9.47)
2021/22
Liverpool Year 28.96 (5.73) 23.88 (7.45) 19.40 (9.43)
2022/24
London Year 28.99 (5.77) 24.19 (7.94) 18.78 (9.57)
2021/22
London Year 30.35 (29.72) 23.97 (7.37) 21.28 (9.04)
2022/24
Newcastle Year 29.64 (5.2) 24.79 (6.96) 20.30 (9.04)
2022/24
Mean score 29.44 (17.3) 24.03 (7.36) 20.16 (9.28)

There was a statistically significant reduction in mean scores between assessment and end of
treatment (t (1550)= 18.49, p<.001). For all three centres, there were similar mean scores, at
each time point (initial, mid and final) (see Table 3). The mean movement on the CORE 10 was
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8.83 (range: -15 to 36). The analysis revealed a non-significant effect of centre, F(2, 1043) =
1.019, p = .361, n° = .002, indicating that the mean differences between centres were not
statistically significant. Figure 1 shows the difference in the reduction of psychological distress
at each centre and indicates that men’s levels are reducing but at a lower rate than in previous
years.

Figure 1: Psychological distress means per timepoint

CORE-10 Scores Across Centres and Timepoints (Men)

28 Centre

—— Liverpool
—— London
—— Newcastle

24
Year

— 2021/22
- - 2022/24

CORE-10 Score

20

Initial Mid Final
Timepoint

Tables 5, 6 and 7 show that most men enter the service with severe levels of distress; this is
consistent across all centres in each year. Over the course of the therapy, levels of distress
reduce significantly across all centres. However, the London service, has a higher proportion of
men who continue to experience severe levels of distress at discharge. There has also been an
increase in the percentage of men experiencing severe psychological distress at discharge from
the Liverpool Centre compared to the previous year. The clinical outcomes measure helps
assess and track distress levels at different stages, but when men still have high scores after
treatment, the decision to conclude therapy is made collaboratively rather than based solely
on these scores. If a man's distress remains high, he will be directed to appropriate resources
and, in some cases, referred for additional mental health support through primary or secondary
care services. An initial review of this points to complexities in terms of both clinical
presentation and therapists responses. This will be further investigated as part of the
organisation’s continuous improvement and ongoing evaluation.

14



Table 5: Severity categories at initial assessment and discharge in previous years

Liverpool Liverpool Liverpool Liverpool Liverpool Liverpool Liverpool Liverpool | Liverpool Liverpool

Year 1* Year 1* Year 2* Year 2* Year3 Year3 2021-22 2021-22 2022-24 2022-24
Severity Category Initial Discharge Initial Discharge | Initial Discharge Initial Discharge | Initial Discharg

(n=129) (n=57) (n=193) (n=88) (n=162) (n=162) (n=159) (n=159) (n=525) e

(n=500)

Non- 1 (1%) 17 (30%) 0 (0%) 28 (32%) 0 (0%) 34 (21%) 1 (1%) 42 (27%) 2 (0.4%) 77 (15%)
clinical/healthy
Mild 6 (5%) 24 (42%) 3 (2%) 42 (48%) 3 (2%) 25 (15%) 0 (0%) 22 (14%) 6 (1%) 4 (15%)
Moderate 11 (8%) 8 (14%) 13 (7%) 10 (12%) 4 (3%) 9 (18%) 5 (3%) 6 (17%) 25 (5%) 8 (18%)
Moderate-Severe 36 (28%) 6 (11%) 53 (27%) 4 (4%) 26 (16%) 17 (11%) 16 (10%) 34 (22%) 102 (19%) 0 (19%)
Severe distress 75 (58%) 2 (3%) 123 (64%) 4 (4%) 127 (78%) 34 (21%) 133 (85%) 30 (19%) 390 (74%) 171 (34%)
Missing/incomplete | 11 83 4 109 2 23 4 5 0 0
data

*CORE34 measure was used at initial assessment and final session (when the men attended).

Table 6: Severity categories at initial assessment and
discharge in last year Liverpool and London centres

data

London London London London

2021-22 2021-22 2022-24 2022-24
Severity Category | Initial Discharge Initial Discharge

(n=117) (n=117) (n=393) (n=393)
Non- 1(1%) 12 (10%) 2 (0.5%) 45 (12%)
clinical/healthy
Mild 1(1%) 2(10%) 3(0.8%) 49 (13%)
Moderate 9 (8%) 4 (21%) 15 (4%) 71 (18%)
Moderate-Severe 14 (12%) 19 (16%) 61 (16%) 7 (22%)
Severe distress 90 (77%) 6 (31%) 311 (79%) 141 (36%)
Missing/incomplete | 2 14 1 0
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Table 7: Severity categories at initial assessment and
discharge Newcastle Centre

Newcastle | Newcastle
2024 2024
Severity Category | Initial Discharge
(n=179) (n=179)
Non- 0 (0%) 27 (15%)
clinical/healthy
Mild 0 (0%) 2 (12%)
Moderate 7 (4%) 3 (18%)
Moderate-Severe 30 (17%) 43 (24%)
Severe distress 142 (79%) 4 (30%)
Missing/incomplete | 1 0
data




Entrapment

Table 8: Entrapment scores overall and across three centres

Initial Entrapment Mid Entrapment Final Entrapment

Mean (SD) Mean (SD) Mean (SD)
Liverpool Year 13.60 (2.56) 10.69 (4.24) 9.79 (14.34)
2021-22
Liverpool Year 13.10 (3.07) 11.41 (3.96) 9.19(4.96)
2022-24
London Year 2021- 13.18 (3.65) 12.16 (3.19) 10.19 (4.51)
22
London Year 2022- 13.02 (3.04) 11.18 (3.94) 9.74 (4.75)
24
Newcastle Year 13.07 (2.63) 11.32 (3.64) 9.11 (4.89)
2024
Mean score 13.10 (3.21) 11.22 (3.97) 9.38 (6.32)

There was a statistically significant reduction in mean scores between initial assessment and
end of treatment (t (1494)= 23.9, p<.001). The mean movement on entrapment was 3.89
(range: -9 to 22). Table 8 shows the reduction in feelings of entrapment at all centres at both
mid and final timepoints, with the reduction being slightly lower at the London centre compared

to the Liverpool and Newcastle centres. This is consistent with the previous year’s findings.
Figure 2 shows the difference in the reduction of feeling of entrapment at each centre and
indicates that men’s levels are reducing more than in previous years.

Figure 2: Entrapment means per timepoint

Entrapment Scores Across Centres and Timepoints

13

12

11

Entrapment Score

10

Initial

Mid
Timepoint

16

Centre

—— Liverpool
== London
== Newcastle

Year

— 2021/22
= 2022/24
+ 2024




Distance travelled to Centre

The distance travelled to each centre was determined using the postcodes of the men referred
to the service. The data were categorised into three groups: less than one mile, between one
and five miles, and more than five miles. Although routinely collected, there was some missing
postcode data, this included incomplete or blank postcodes.

Map 1: Distance travelled to Liverpool Centre
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Map 1 illustrates the distances men travelled from their home addresses to the Liverpool
centre. A total of 829 postcodes were collected out of 1917 men referred to James’ Place
Liverpool. Most men lived between one and five miles from the centre (63%), followed by those
residing more than five miles away (27%), and finally, those living less than one mile from the
centre (10%).
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Map 2: Heat map of men who access Liverpool centre
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Map 2 shows a heat map of the Merseyside area, and where the men referred to the service
reside. The red and yellow zones likely indicate higher concentrations of referrals, while darker
or less intense areas represent lower concentrations or less activity. High intensity areas,
including parts of Liverpool city and its immediate surroundings, represent hotspots where the
service is accessed the most. This could indicate higher population density, greater mental
health awareness, or higher demand for support in these regions. Low intensity, such as the
outskirts of Liverpool and rural locations, show lower service access. This might be due to lower
population density, barriers to access (e.g., distance or lack of awareness of centre), or differing
local needs. There is a gap between outlying areas of Liverpool from Crosby, to Southport where
there is no or minimal service utilisation.
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Map 3: Distance from London Centre
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Map 3 illustrates the distances men travelled from their home addresses to the London centre.
A total of 875 postcodes were collected out of 1474 for men referred to James’ Place London.
Most men lived between one and five miles from the centre (56%), followed by those residing
more than five miles away (38%), and finally, those living less than one mile from the centre
(6%).



Map 4: Heat map of men who access London centre
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Map 4 shows a heat map of the London area, and where the men referred to the service reside.
The red and yellow zones likely indicate higher concentrations of referrals, while darker or less
intense areas represent lower concentrations or less activity. Similarto Liverpool, high intensity

A
~ 1 (174
! (S P UHT LS \

areas, including parts of Central London and its immediate surroundings, represent hotspots
where the service is accessed the most. This could indicate higher population density, greater
mental health awareness, or higher demand for support in these regions. Low intensity, such as
the outskirts of London and rural locations, show lower service access. This might be due to
lower population density, barriers to access (e.g., distance or lack of awareness of centre), or
differing local needs. Thatsaid, London is a much larger area than Liverpool and it may not come
as a surprise that distance is associated with low service utilisation. Chesterton (2021)
identifies Hackney, Newham, Barking & Dagenham, Tower Hamlets, and Haringey as the most
deprived boroughs in London, all of which correspond to areas with high to moderate
concentrations on the heat map above.
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Map 5: Distance from Newcastle Centre
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Map 5 illustrates the distances men travelled from their home addresses to the Newcastle
centre. A total of 600 postcodes were collected out of 607 men referred to James’ Place
Newcastle. Almost half of the men lived more than five miles from the centre (48%) followed

by those residing between one and five miles away (44%), and finally, those living less than one
mile from the centre (8%). Newcastle stands out from the other two centres, as it recorded the
highest number of men traveling over five miles to access the service.
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Map 6: Heat map of men who access Newcastle centre
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Map 6 shows a heat map of the Newcastle and Tyne area, and where the men referred to the
service reside. The red and yellow zones likely indicate higher concentrations of referrals, while
darker or less intense areas represent lower concentrations or less activity. High intensity
areas, including parts of Newcastle city, North and South Shields and its immediate
surroundings, represent hotspots where the service is accessed the most. This could indicate
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higher population density, greater mental health awareness, or higher demand for support in
these regions. Low intensity, such as the outskirts of Newcastle and Tyne and rural locations,
show lower service access. This might be due to lower population density, barriers to access

(e.g., distance or lack of awareness of centre), or differing local needs. There is a noticeable

increase in men accessing the service from neighbouring city, Sunderland. Sunderland is
approximately 20 miles away from the Newcastle centre. This could indicate that James’ Place,
Newcastle is the closest for service for men residing in Sunderland, and may reflect good
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transport links between the two cities, good clinical outreach form the Newcastle team and
positive engagement with the new service by the Sunderland Crisis Team.

Notably, the North East Child Poverty Commission (2023) highlights South Shields, Newcastle
Central and West, and Gateshead as three of the top five most deprived areas in the North East.
These areas are prominently represented as high-concentration zones on the heat map.

Discussion

Effectiveness of the James’ Place Model

The findings show that a range of professional organisations refer men or those who identify as
men into James’ Place. For men using the service, there was a significant reduction in
psychological distress and feelings of entrapment that the intervention provides across the
three centres. Although there was a significant reduction at each of the centres, the Liverpool
centre reported a greater reduction, consistent with the previous year. Overall, the service
enhanced mental wellbeing for men. Key factors contributing to this improvement included
reductions in suicidal thoughts, plans, intentions to act, and risk-taking behaviours. Similarly,
the reduction in feelings of entrapment were linked to increased recovery capital and
empowering men to seek support for other health and well-being concerns.

It was noted that there was a smaller decrease in both distress and entrapment, this may reflect
the increasing complexities of the men referred to the services. This will be reviewed in the
future in terms of fidelity and consistency of delivery.

Distance

Most men using the service lived in densely populated urban areas within five miles of the city
centre, with fewer attendees coming from rural locations. However, in contrast to the Liverpool
and London centres, the majority of men accessing the Newcastle service travelled from five or
more miles away. Several factors may contribute to this difference, including transportation
accessibility, awareness of the service, and varying local needs.

Key strengths and limitations

A key strength of the findings is the prospective nature of the results that provide data about
men who have been in a suicidal crisis. Previous research focuses mostly on retrospective
studies of men who have died by suicide, whereas these findings add to the field and
demonstrate the intervention's effectiveness in supporting and helping men in suicidal crisis.
This information has been instrumental in identifying the support men may need from local
networks, such as integration into social prescribing models.
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However, the findings in this report should be considered alongside certain methodological
limitations. As data was collected from the three locations where services are available, the
results may not be fully representative of the wider UK population, although many of the
identified issues are likely relevant across other regions. Another limitation is missing data for
some men attending the service, as current information is based on referral forms completed
by referrers or via anonymised demographic data collection. To address this, the service may
consider incorporating data collection into the initial assessment for men attending at the
James’ Place service.

Future Implications

This evaluation has demonstrated the effectiveness of the James’ Place model in saving lives
and has specifically highlighted its impact as a suicide prevention intervention. Our research to
date has shown that the model successfully reduces psychological distress and entrapmentin
two regions, and we now have evidenced similar outcomes in a third region.

Future research will focus on evaluating its effectiveness in relation to other key factors linked
to suicide prevention, such as resilience and belongingness and neurodiverse conditions. With
three centres currently in operation, the charity plans to expand further by opening new centres
in Birmingham and other cities to address the growing need across the UK.

Based on the findings of this evaluation, we recommend the following:
Recommendations for James’ Place service delivery

e The James’ Place model, successfully implemented in Liverpool, London, and
Newcastle, should be adopted in future centres.

e Given that entrapment is a key risk factor for suicide, this evaluation further indicates
that the intervention effectively reduces at least one significant suicide risk factor. The
service should continue using the short-form clinical outcome and entrapment
measures in each therapy session and further explore the long-term effects on feelings
of entrapment.

e Future research should track outcomes across centres to ensure consistency in delivery
and identify demographic differences that may influence outcome data.

Recommendations for monitoring and evaluation

e Continue using the short-form clinical outcome and entrapment measures in each
therapy session.

e The service aims to demonstrate the intervention's impact on factors associated with
suicidal crisis. We recommend introducing additional measures, starting with
resilience, and later reviewing other key factors such as belongingness and self-
compassion.
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e Collect data on neurodiversity as this is a growing area of interest in suicide prevention.

e Collectdemographic and psychological data as comprehensively as possible to provide
an accurate reflection of men using the service. This should include recording additional
data at baseline, 3-, 6- and 12-month postintervention—to track the duration of change
and assess the impact of the service longitudinally.

e Review trends in data and potential research questions for future research

e Focus on understanding how and why the intervention works by reviewing the fidelity
across all centres, including follow up and focus groups with men who have used the
service in different regions

e Look at development of a comprehensive manual of delivery

e Review alternative delivery models to add to the James’ Place offer

e Development of a new National Research Steering Group

Conclusion

This evaluation has demonstrated the effectiveness of the James’ Place model in saving lives
across three regions. Despite the challenges of launching services in new locations, James’
Place has continued to provide high-quality support to more men in suicidal crisis. We
recommend that the organisation uses this model as the foundation for expanding services into
additional settings.

Future research should focus on: 1) data collection for neurodiversity; 2) identifying other
psychological risk factors that the intervention helps to reduce, such as resilience, sense of
belongingness and self-compassion; 3) assessing the long-term impact of the model to
determine whether the effects of therapy are sustained over time; 4) comparing outcomes for
men accessing services at different centres; 5) ensuring comprehensive demographic data
collection for individuals using each centre to better understand the populations being served.
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Appendix: Supplementary Table A1 - Ethnicities of men using the service

Ethnic group Not Liverpool London Newcastle | Total
Answered

N/A 6 0 0 0 6

Any other Asian background 1 0 4 0 5

Any other Black, Black British, 0 0 1 0 1

Caribbean or African

background

Any other Ethnic Group 7 1 3 0 11

Any other mixed or multiple 6 2 2 4 14

ethnic background

Asian or Asian British — 5 2 0 0 7

Bangladeshi

Asian or Asian British - Chinese 3 2 1 0 6

Asian or Asian British - Indian 5 3 3 0 11

Asian or Asian British - Pakistani | 2 0 2 1 5

Black, Black British, Caribbean 15 2 8 1 26

or African - African

Black, Black British, Caribbean 13 1 10 0 24

or African - Caribbean

Mixed or multiple ethnic group - | 4 0 1 1 6

White and Asian

Mixed or multiple ethnic group - | 8 2 4 1 15

White and Black Caribbean

Mixed or multiple ethnic groups | 4 1 3 0 8

- White and Black African

Other ethnic group - Arab 2 1 0 2 5

Prefer not to say 11 1 3 3 18

White - Any other White 35 8 13 7 63

background

White - English, Welsh, Scottish, | 259 175 68 150 652

Northern Irish or British

White - Irish 10 3 4 3 20

White - Roma 0 1 2 0 3

Total 396 205 132 173 906
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